I. Introduction
Seventy-five percent of all abdominal wall hernias are found in the groin, making it the most common location for an abdominal wall hernia 1 . Of all groin hernias, 95% are hernias of the inguinal canal with the remainder being femoral hernia defects 2 . Two-thirds of the inguinal hernias are indirect and the remainders are direct inguinal hernia. An indirect inguinal is the most common hernia, regardless of gender. In men, indirect hernias predominate over direct hernias at a ratio of 2:1. Direct hernias are uncommon in women 1 . Direct inguinal hernias are less likely to present as incarceration or strangulation as compared to indirect inguinal hernia, because they have wide neck. The lifetime risk of inguinal hernia is 27% in men and 3% in women 3 .
There is clearly an association between age and hernia diagnosis. After an initial predominance in infancy, groin hernias become more prevalent as the age advances. In the same way, the complications of hernias (incarceration, strangulation, and bowel obstruction) are found more commonly at the extremes of age group 4 . Illiteracy, financial crisis are few among many which prevent these patients from seeking medical advice.
II. Case Report
An 80-year-old male presented in emergency with a swelling over the right groin for 20 years which was reducible and became irreducible, painful for last eight days followed by obstipation generalized weakness, malaise loss of appetite for last four days. General physical examination and vitals of the patient was within normal limits except for mild pallor. On local examination of the right inguinal region there was a globular swelling of size 4×4 cm present above and medial to right pubic tubercle. The swelling was globular in shape, had smooth surface, well defined margin, firm in consistency, irreducible, tender with local raise of temperature, with a negative cough impulse and a resonant note on percussion. The examination of the right testes, epididymis, spermatic cord and contralateral inguino-scrotal region was within normal limits. There was mild distension of the abdomen with diffuse tenderness, sluggish bowel sound and poor abdominal wall muscle tone. Per rectal and other systemic examination was normal. X-ray of the abdomen in erect posture though showed no air fluid levels, clinically the patient was highly suspicious for features of obstruction (figure 1). USG abdomen revealed the presence of right sided inguinal hernia containing bowel loops with very minimal fluid collection. So a diagnosis of right sided obstructed inguinal hernia was made on the basis of clinical and radiological finding. The patient was planned for surgery on an emergency basis.
A right sided inguinoscrotal skin incision was given. To our greatest surprise gangrenous hernia sac wall with pre peritoneal fat was found (Figure 2 ). The sac was opened and content being the congested fat with even the cord structures( Figure 3 ) and the testes (Figure 4 ) being involved. The contents were reduced after gaining vascularity and peristalsis. Excision of sac with pre-peritoneal fat was done. Excision of the gangrenous cord structures with right sided orchidectomy was done. Posterior wall defect was closed and modified Bassini's repair was done with (1-0) polypropylene interrupted suture. Post-operative period was uneventful. Patient was kept nil per oral for three days, passed flatus on third postoperative day and stool on fifth postoperative day. Patient was discharged with advice on eighth postoperative day. During the follow-up visit after three months the operation scar was found to have healed well and the patient was completely asymptomatic. 
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III. Discussion
Groin hernias are generally classified as inguinal (indirect and direct) and femoral based on the site of herniation relative to surrounding structures. Indirect hernias protrude lateral to the inferior epigastric vessels, through the deep inguinal ring.
Fig 3:
Gangrenous cord structures with the testes.
Direct hernias protrude medial to the inferior epigastric vessels, within Hesselbach's triangle. The borders of the triangle are the inguinal ligament inferiorly, the lateral edge of rectus sheath medially, and the inferior epigastric vessels superolaterally 5 . The contents of the abdominal cavity can descend into the hernia sac as a long-term process and they may be entangled within the hernia causing an intestinal obstruction. Hernia with these features but with preserved blood supply is called Obstructed Hernia. Hernia is associated with intestinal obstruction due to occlusion of the lumen of the bowel. A hernia is said to be Strangulated when the blood supply of its contents is impaired. The condition develops when the neck of the sac is very much constricted. Gangrenous changes may start as early as 5 to 6 hours after the onset of first symptom (pain) 6 . Strangulated external hernias account for 18-20% of all intestinal obstructions in adults 7 8 . Indirect inguinal hernias carry more risk of strangulation and incarceration than direct hernias. When they become incarcerated the incidence is about 34.1% versus 16.7% and 32.6% versus 10.3% in two different studies 9 . According to another study, the incidence of strangulation leading to bowel resection, in case of indirect and direct inguinal hernia was 32.1% and 11.8% respectively 9 . Even though the neck of the direct hernial sac (fascial defect) is soft and wide enough to avoid strangulation in the early stage of the hernia, it may become fibrotic, solid and narrowed with time. This process may create a risk for a direct hernia to be incarcerated 9 . We are reporting this case because, here a conventional laparotomy was not required. But on exploration the obstructed hernia was found to be a direct type with intestines not being involved and the gangrenous sac wall containing congested pre peritoneal pad of fat, cord structures, right testes. 
IV. Conclusion
Though incarceration and even strangulation are less common in direct inguinal hernia as compared to indirect inguinal hernia, a long standing direct inguinal hernia may present as acute or sub-acute intestinal obstruction especially in elderly patients. When in doubt it is always better to open and see. Though conventional laparotomy midline incision is not always required. Therefore, with high degree of suspicion we should repair direct inguinal hernias on an elective basis in any age group and never to be managed conservatively especially in elderly population.
